ABSTRACT Two cases of pulmonary mycotoxicosis (organic dust toxic syndrome) are described in which bronchoalveolar lavage was undertaken during the acute phase and after recovery. Both cases occurred after exposure to mould dust in a silo in the course of removing the top mouldy layer of silage or oats at the start of unloading. The workers suffered an acute febrile illness accompanied by cough and dyspnoea. One patient had impaired ventilatory function and both had arterial desaturation in the acute phase. There was mild impairment of diffusing capacity (transfer factor). Bronchoscopy showed inflammation of the bronchial mucosa in one patient. Fungal spores were cultured from the lavage fluid in both patients. In both patients there was an increase in the percentage of neutrophils in the lavage fluid without increase in lymphocytes. The immunoglobulin concentration in the lavage fluid was normal. At the follow up lavage the neutrophils had returned to normal while a mild lymphocytosis of the lavage fluid was seen in both patients.
The condition is also known as organic dust toxic syndrome. Typically acute pulmonary mycotoxicosis presents as a febrile illness with dry cough, dyspnoea, and inspiratory crackles beginning a few hours after exposure to a large quantity of spores. Silo unloading is the principal occupational setting. The chest radiograph shows either normal appearances or minimal interstitial infiltration.' Symptoms usually resolve spontaneously after withdrawal from exposure and the disease leaves no sequelae. APM must be distinguished from acute extrinsic allergic alveolitis. A recent presentation of 30 cases by May et Case reports CASE 1 Three hours after decapping a corn silo, a 26 year old non-smoking dairy farmer develped a dry cough, dyspnoea, chills, and a frontal headache. The silo had been filled nine months previously. Twelve hours after his exposure to extremely moldy silage he had a fever of 39°C, but no wheezes or crackles. The chest radiograph was normal. Peripheral blood analysis showed a white blood cell count of 17 5 x 109/l with 95% neutrophils. The A 29 year old non-smoking dairy farmer developed a dry cough with headache, chills, and dyspnoea immediately after the removal of mouldy material from the top of an oat filled silo that had been filled a year before. After the acute reaction his cough increased and he sought medical help three days later. On admission to hospital he had a temperature of 38 6°C and normal chest radiographic appearances. Peripheral blood analysis showed a white blood cell count of 10-3 x 109/l with 77% neutrophils. The FVC was 94% of the predicted value, the FEV1 87%, and the FEV1/FVC ratio 0 74. The maximal mid expiratory flow rate was decreased to 68% of predicted normal, increasing to 99% after inhalation of 200 pg of salbutamol. TLC was 104% of predicted normal and TLCO (single breath) 82%. Arterial blood gas analysis showed a Pao2 of 55 mm Hg (7.5 kPa) and Paco2 of 39 mm Hg (5-2 kPa). Serum precipitins to mould antigens were negative. Cultures of the bronchial fluid showed A fumigatus, A nidulans, and Penicillium sp.
Within two days his temperature returned to normal and the cough gradually disappeared over three weeks. One month after the acute illness the chest radiograph was normal; results of pulmonary function tests were normal, and there was a positive serological reaction to faeni (with the serum concentration twofold). Initially the lavage fluid showed a considerable neutrophilic response; this had disappeared a month later, when a slight increase of lymphocytes was present (table).
Discussion
We believe that our cases are examples of acute pulmonary mycotoxicosis as previously described,1 2 and that they demonstrate the differences between this clinical entity and the better known respiratory ailments extrinsic allergic alveolitis and silo filler's disease. The timing between silo filling and contact, the absence of a brownish smoke, and the absence of patchy alveolar infiltrates on the chest radiographs we believe eliminate silo filler's disease in our cases.5 Differentiation of acute pulmonary mycotoxicosis from extrinsic allergic alveolitis is more difficult. Like pulmonary mycotoxicosis, extrinsic allergic alveolitis occurs after exposure to mouldy organic matter and presents with fever and audible crackles but rarely with a normal chest radiograph.67 Transfer factor is considerably decreased in extrinsic allergic alveolitis but remains near normal in acute pulmonary mycotoxicosis. A restrictive pattern of lung disease is usually found whereas TLC is usually normal in acute pulmonary mycotoxicosis.28 Serum precipitins are usually present in high titres in extrinsic allergic alveolitis9; they were absent or barely detectable in both of our patients. The acute inflammation of the bronchial mucosa is also different from extrinsic allergic alveolitis, where bronchoscopy usually shows a normal looking bronchial tree. In the alveolitis fungus spores are rarely found, whereas these were present in both our cases.
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Our bronchoalveolar lavage findings are of interest. In the acute phase our patients had an increase in polymorphonuclear cells in the lavage fluid and a normal percentage of lymphocytes (table). An increase of polymorphonuclear cells may occur in acute extrinsic allergic alveolitis, but it is usually less pronounced and invariably associated with appreciable alveolar lymphocytosis. 3 10 In previous studies we reported data from 22 cases of acute farmer's lung disease. " Those patients had a median of 47-8% lymphocytes in their lavage fluid (range 18-7-84-5) and 6-0% neutrophils (range 0-45). In absolute numbers the patients with acute pulmonary mycotoxicosis had 13-1 x 10' and 6-4 x 10 lymphocytes/ml of lavage fluid while patients with acute farmer's lung had a median lymphocyte count of 30-6 x 104 (range 12-6-710)/ml. Differences in neutrophils were even more striking: our two patients with acute pulmonary mycotoxicosis had 106 7 x IO' and 37 x IO' cells/ml while patients with farmer's lung had a median of 2 5 x IO0 (range 0-189)/ml. In our two cases sequential lavage samples showed a relative alveolar lymphocytosis (< 10 x 104 cells/ml) and normal neutrophil 
